DR. OTTO J. Sn:LN saw this patient for the first time in November, 1914 , about four months ago. At that time he gave a history of having been deaf in the left ear, the right ear being normal. At no time has there been a history of any discharge or pain. The only thing noticed was that the loss of hearing began rather gradually, accompanied by tinnitus and some vertigo. When first seen the drum was a little red, probably from manipulation incident to treatment. He had been under the care of some others prior to coming to the speaker. This redness gave the impression of an inflammation, but as that subsided one could see that the drum was very flaccid and thin, and apparently otherwise normal. There was no evidence of a scar. It lay well forward toward the floor and anterior wall of the canal, giving the impression as of something pushing it from behind outward and forward. When the otoscope was inserted firmly and compression made, this flaccid drum was driven back to its more normal position, and as the air reentered, allowing the drum to sink outward and forward, you could see the pulsation synchronous with the carotid. There was no hearing whatsoever in that ear, neither bone nor air conduction. Since being under observation he has a little bone conduction. His static apparatus is all right. He had a very faint rotary nystagmus on looking straight forward when twelve milliamperes of current were used. Otherwise negative. Responded to all tests.
Dr. Stein presented the case as a rather curious anatomic anomaly. He did not know the exact pathology. On compression of the carotid in the neck with the finger the patient 730 CHICAGO LARYNGOLOGICAL AND OTOLOGICAL SOCIETY. said the tinnitus was markedly diminished. If pressed long and hard enough, it would disappear altogether.
The patient has remained in about the same condition as when first seen, four months ago, and at that time he had had. the trouble for six months.
DISCUSSION.
DR. OTIS H. IVIACI,AY asked if the blood pressure is very high.
DR. STEIN said he did not know the blood pressure. He had some X-ray plates which are interesting, which he showed to the members.
DR. S fIAMBAUGII asked if there was no discharge at any time. Also if there was perforation.
DR. STEIN replied that there was no discharge at any time. Also, there was no perforation, except that done traumatically. From examination of the X-ray pictures, it looked to him like a diverticulum off the sigmoid portion of the sinus; like an appendix coming off toward the floor of the canal.
Unusual Case of Vertical Nystagmus Caused by Labyrinthine
Irritation.
DR. ALFRI~D LEWY exhibited this case. The man is fortytwo years of age; married; gives a history of discharge from the ear in childhood, which has not troubled him since he was about ten years of age, but for the last year has been complaining of mild vertigo, coming on suddenly; particularly on sudden movements of the head or turning the eyes suddenly to either extreme. The patient admitted having syphilis about twenty years ago.
On examination the speaker found a large anterior marginal perforation in the left drum membrane, and both ears gave the usual findings of a marked conduction deafness, more marked in the ear with the perforated membrane. After rotation, nystagmus is thirty seconds to either side. On acc ount of the perforation the speaker did not try the caloric test, and did not have any electric apparatus handy for the electric tests. He did find, however, that on compression of air ill the left canal he had a marked vertical nystagmus, two or three jerks downward, and Dr. Lewy believed this to be a very rare condition; in fact, some claim that there is no such thing as a vertical nystagmus from the labyrinth. It is very evident that this nystagmus is caused by labyrinthine irritation. The doctor, however, was not prepared to give any explanation for it. He hoped some of the members could offer an explanation of such a condition in the presence of a perforated drum membrane.
DISCUSSION.
DR. GI':ORGE E. SH A:\IDAUGH asked if he could get the reverse nysgtamus by suction.
DR. LEWY replied that the suction reaction was doubtful.
DR. J. R. Fr,ETcHE;R believed there was a fistula present in the case, but unless the eyes move in opposite directions by compression in one and suction in the other, it is not demonstrated. At least, that was the law laid down by Barany, and seemed to the speaker to be correct. You can have the reasonable probability with movement in one direction, but no proof.
The speaker has produced a nystagmus by direct pressure, which would move the stapes inward, and that might be the case in the patient presented. He remembered indistinctly a case he saw a good many years ago of vertical nystagmus, and his impression was very strong that this man had a fistula in the oval window, and a vertical nystagmus was produced Ly pressure. There was no nystagmus by suction. It was tried then to see whether the same thing could be produced on a perfectly normal individual, and one of the doctors present volunteered for that purpose, and with strong pressure a nystagmus in one direction could be produced. DR. GEORGE E. SHAMBAUGH said that he was not inclined to exclude the existence of a fistula where one is able to produce a nystagmus in one direction by pressure, but fails to get the reverse nystagmus by suction. One can easily imagine the development of pathologic conditions about the opening of the fistula which would permit a motion of the endolymph being caused either by suction or pressure, but not by both. One also gets a fistula symptom in cases where no fistula exists. I-Ie has been able to develop this symptom by the inflation of the middle ear in cases where there had never been a sup-purative disease. The nystagmus which occurs in fistula cases is in the plane of the canal which is involved. For this reason it is not easy to figure out how a vertical nystagmus can be caused. The horizontal and the superior canals are the two which encroach upon the middle ear spaces, and in which fistula can develop from suppurative otitis media. Possibly a fistula into the vestibule, associated with inflammatory deposits in the labyrinth, might result in producing endolymph currents by pressure which could so affect two of the canals as to produce vertical nystagmus.
DR. Lnwv, in closing the discussion, did not see why we must assume that the nystagmus is necessarily the result of a lesion in one of the canals. It is possible that the general compression of the endolymph through the pressure produced on the round window and oval window through the external canal may in some way affect the end organ in the saccule or utricle, and in that way cause a nystagmus; but as to whether a fistula was the cause of the nystagmus, the speaker could not say. His principal reason for presenting the case was that it was only recently that hc read a statement in a laryngologic journal that there was no such thing as vertical nystagmus resulting from a lesion of the labyrinth, and it is very evident in the case presented that this nystagmus is induced by irriration of the labyrinth. DR. J. R. FLI~TCHJ!R said that he had shown these patients to quite a number of the gentlemen present. His purpose in bringing them was to show that one can get by dissection, called the "standard tonsillectomy," uniform results, which seem to the speaker to be desirable-namely, rudimentary tonsillar fossa and a minimum scar. The first case was operated on four years ago, the second case one and one-half years ago, and the third one just one week ago. The results in the two which had healed are almost identical, and he knows from former experience that the same result will obtain in the third case. As the paper would show, the speaker believes there is a reason for such uniform results. DR. L. W. DEAN, Iowa City, Iowa, said this specimen had been discovered in working out a series of anomalous frontal sinuses. In this specimen the right frontal sinus extended downward, seemed to separate the crista, and extended into the perpendicular plate of the ethmoid. The X-ray showed this sinus descending into the bone of the septum.
DR. GEORGE E. SHAMBAUGH stated that he had in his collection a specimen somewhat similar to the one shown by Dr. Dean. In his specimen the frontal sinus on one side had a prolongation down into the nasal bone, but no opening into the nose. There was a large defect in the septum separating the sinuses, and the drainage was through the opposite frontal sinus. It is not easy to see how a sinus of this sort develops. The frontal sinus is an outgrowth from the middle meatus.
It seems probable that the opening in the nose had become closed by pathologic conditions, and the artificial opening had been made through the septum into the opposite sinus. 
DISCUSSI6N.
DR. ROBERT SON Nl<:NSCHEIN said, apropos of the difficulty of recognizing the presence of sinus .thrombosis, he wanted to briefly report a case in which Dr. Boot had kindly assisted him. The man was about thirty years of age; and was admitted to the County Hospital the Thursday of the previous week with a history of discharge from the ear for the past month. There was no history of chill or high temperature. Temperature on admission was 99°. There was some tender-*See page 554. ness over the mastoid, and profuse, thick, purulent discharge from the ear. The next day (Friday) a simple mastoid was done-the antrum found rather high, and apparently all necrotic bone removed. The patient, however, did not recover consciousness. Temperature on the day of operation was 101 0 , and on Saturday, the day following operation, it went up to 103 0 at noon. He was reoperated and the sinus uncovered, it being necessary to go through solid, apparently healthy bone to reach the sinus. It was found filled with pus and a clot. The patient was moribund when placed on the table, and died shortly after the sinus was exposed. In this case there was absolutely no history of chill and high temperature until an hour or two before the last operation. The leucocyte count on the day of operation was twenty-five thousand.
• DR. BOOT said that he had hoped the members would discuss the diagnosis and treatment of sinus thrombosis, especially with reference to the point of whether to ligate the jugular or not.
DR. GEORGE E. SHAMBAUGH said he thought sinus thrombosis is the most frequent serious complication that occurs ill acute suppurative otitis media. The typical symptoms when, the sinus is the seat of absorption are so characteristic that they can scarcely be mistaken. The high temperature, the sudden drop to subnormal, a sudden chill, and a recurrence of the same fluctuation in temperature. Not all the cases presenting these classical symptoms require the same treatment. These symptoms occur apparently from an involvement of the veins leading from the mastoid to the sinus, and where there is no actual thrombosis of the sinus itself. Dr. Shambaugh has several times operated and exposed the sinus in the presence of the characteristic fluctuations in temperature only to find no evidences of a thrombosis, with a droplet of pus apparently in contact with the sinus wall. Such cases usually recover promptly simply on removal of the condition in the mastoid.
The question of what should be done when the sinus is found to be thrombosed must be decided differently in different cases. Where there is no evidence of a softening of the thrombus, a free opening of the sinus, with perhaps a partial removal of the thrombus, is very often better than an attempt to get bleeding from both ends. In cases where there is a suppurating thrombus, an effort should be made to remove as much as possible of the infected thrombus. Before this is undertaken the internal jugular should first be ligated DR. NORVAL H. PIERCE said a practical point was raised by Dr. Boot's paper, namely, the question of waiting. There are certain operators who, given a chill and a sudden rise in temperature, accompanied by a high leucocyte count and a running ear, will immediately operate on a sinus, open the sinus, and ligate the jugular. After a long experience he has come to the conclusion that that is a mistake. He does not think we should rush suddenly into any of these cases. He does not think that the patient's life is particularly endangered by waiting, by introducing the element of very careful observation before we go into these cases. He has had several experiences such as those cited by Dr. Boot, where, in the course of an otitis media-i-suppurative-c-the patient has had a chill and high elevation of temperature, accompanied by a high leucocyte count. In the course of a few hours or the next day an erysipelas developed, and there are other things that may happen in the body that will give this same picture, such as pneumonia, malaria, etc. Now, if the infection is so virulent in a lateral sinus that it is going to carry the patient off in a few days, the operation 1S hardly going to help the patient-not even ligating the jugular and scraping out the clot. It will in all probability spread up the petrosal sinuses or back toward the posterior portion of the skull from the lateral sinus, or become distributed throughout the body. From a practical standpoint, therefore, he thought we should be impressed with the fact that we should observe a period of careful investigation after the onset of the initial symptoms of sinus thrombosis before operating. The length of time that period should occupy depends on the individual case. But once the diagnosis is made of a sinus thrombosis, his experience has taught him that we can scarcely be too radical. He has tried the method of slitting up the sinus and allowing the thrombus to remain in situ, simply packing it open, but has been rather disappointed in this method. He believes an endeavor should be made to get a hemorrhage from 736 CHICAGO J,ARYNGOI,OGICAL ,\NO 'OTOLOGICAL SOCIETY.
both ends of the wound, and failing hemorrhage from the lower portion, we should not only ligate the jugular, but we should dissect it out from above the facial to as near as possible to the clavicle.
Another practical point is the relationship of leucocytosis. He did not wish to contradict himself by saying that he places great reliance in a high leucocyte count. He has scarcely ever been disappointed in accounting for a high leucocyte count by the finding of, if not' an actual thrombosis of the sinus, at least a suppurating focus in contact with the osseous or membranous portion of the sinus somewhere in its course. Therefore, he would say that a leucocyte count should be taken in all cases of mastoid trouble, where operation is performed; and if a very high leucocyte count is found, we should be very careful to explore very much more thoroughly than we would if we did not find such a high leucocyte count before operation.
DR. KAHN asked Dr. Pierce what he thought about blood cultures.
DR. PIERCE replied that he did not believe they amounted to very much as a pathognomonic sign of sinus thrombosis. The work of Duel and others in New York is so contradictory that he does not believe much dependence can be placed on the findings of bacteria in the blood as a sign of sinus thrombosis. In his own work, which has been very limited in that regard, because after reading the work above referred to he came to the conclusion that it was not dependable, he has found bacteria in the blood where there could not possibly have been any sinus thrombosis whatever. Therefore, he would say that the bacteremia is not an indication of sinus thrombosis.
DR. S. A. FRIEDBERG fully agreed with Dr. Pierce in regard to conservatism in these cases. However, he thinks there are times when we can be too conservative. He thinks too much reliance has been placed on blood findings, waiting for the high leucocytosis. A low leucocyte count does not exclude sinus infection by any means. Neither does a negative blood culture. His experience with blood cultures has been about fifty per cent positive. We know, too, that we may get a positive blood count from other infections-from a strepto-coecie sore throat, for instance. A certain work carried out at the Durand Hospital for Infectious Diseases found that in almost all the case examined-he could not recall the exact number-cultures were made aerobically and anaerobically, and organisms were found in at least ninety per cent of the cases where quite careful culture work was done in conditions other than sinus infections. He recalled two cases seen recently of sinus thrombosis in which the infection extended to the meninges-cases in which there was no definite picture of sinus involvement, although suspicion of it was present at the time. In one of these cases there were chilly sensations-not regularly-perhaps not more than one in a week, a relatively low temperature. a leucopenia instead of leucocytosis, and a negative blood culture. The speaker wished to bring out one point in connection with suspected sinus infection: The mere fact that a sinus appears normal does not necessarily mean that there is nothing in the sinus. During the last few months he has seen two cases where a practically normal appearing sinus contained pus.
There is another class of cases we see in which the symptomatology of sinus thrombosis is simulated, and that is in severe types of scarlet fever. He has seen a number of these c(\ses complicated with ear conditions, in which a mastoid operation was necessary. Good drainage was secured, but still the irregular type of fever and chills occurred, which warranted one in opening the sinus. In two of these cases he recalled definitely he was unable to find anything in the sinus. There was free bleeding above and below. There was the whole picture of sinus thrombosis, complicated with metastases in the lung and spleen, also joint involvement, and practically nothing in the sinus. This shows that it is not always easy to make the diagnosis in these cases, even in the presence of a typical sinus picture. It must be borne in mind that sinus thrombosis in any other part of the body of a large vein will give the same picture. He believes that if we wait too long, however, in these cases of suspected sinus thrombosis we are defeating our own ends. Personally, he does not care about going into the sinus unless he feels the indication is clear, but he feels that he has been a little bit too conservative .in that respect. DR. L. YV. D'EAN, Iowa City, said that eleven years ago, following a mastoidectomy, a patient developed a septic temperature with chills. Temperature was as high as 105.0 o. Sinus phlebitis was diagnosed and the sinus operated. It was found to be normal. The day following the operation on the sinus erysipelas developed. Fortunately there was no serious result. Since that time in his service the rule has been never to operate upon a sinus until erysipelas has been excluded. In many cases operation has been prevented by close adherence to this rule.
DR. Rom~RT H. GOOD said that in one of his cases there was never a discharge from the ear. On Christmas the ·patient had a cold and complained that she thought there was some disturbance with the ear, but that was all the complaint made. Three weeks later she went to the Chicago Polyclinic, and there was a swelling back of the ear at that time. The drum membrane and hearing were perfectly normal. She was treated for six weeks, at the end of which time she consulted the speaker, and he found a large swelling back of the ear. Hearing normaL Drum membrane normal. He decided to operate. As soon as he opened the mastoid there was pus escaping, which was pulsating, coming from the extradural space. There was a very extensive sinus thrombosis, so that he had to ligate the internal jugular. The point he wished to make was that there never was any discharge in this case. The pus discharged into the extradural space.
DR. JOHN A. CAVANAUGH reported an interesting case of a simple mastoid, upon which he operated three weeks ago. For two days the patient's temperature was normal. The third day the interne phoned that the patient had gotten out of bed to go to the toilet and had fainted. When the doctor reached the hospital the patient's temperature was 102 0 and there was retention of urine, also a slight sensation of chilliness. He complained of the right side of his chest, which, on examination, showed a slight area of pneumonia. The following day the temperature shot up to 103.8°. Dr. Cavanaugh had one of his colleagues see the patient with him, and he said he thought the patient had a sinus thrombosis. A culture was made that revealed a pure pneumococcic infection, both in the discharge from the ear and from the mastoid process. A blood culture was made, which was negative. Leucocytosis was present. The fifth day the temperature was 100°. For three days the temperature ranged from 99°to HX)o. Then it mounted to 103.8°. The same colleague again saw the patient with Dr. Cavanaugh, and then believed it to be an epidural abscess, but there were no findings to indicate such a condition, and Dr. Cavanaugh still thought it advisable to wait for more positive symptoms to help in the diagnosis. Gradually the lung condition subsided and the temperaturefor the last four days-has been normal. This case was reported to cooperate with the conservative views expressed by Dr. Pierce.
DR. BOOT} in closing the discussion, said, with regard to the cases where there was suspected sinus involvement, there seemed no reason why the sinus should not be exposed and examined. Exposure of the sinus does no particular harm in the course of the mastoid operation, but it seemed to him to be decidedly not the thing to do to expose a sinus which we believe is thrombosed and contains pus, and do nothing more than expose it. It certainly is not surgical to leave an abscess without opening it, if we think there is pus in it, and it is not good surgery to leave a sinus which contains pus without opening it.
He was thankful to Dr. Pierce for 110t criticising him more severely about the erysipelas case, because he talked this case over with Dr. Pierce before opening it. If he had taken his advice he probably would not have opened the sinus.
As to the question of waiting, he recalled a patient on whose mastoid he operated without exposing the sinus. The septic condition gradually increased and finally ended in death from pyemia. Postmortem disclosed abscesses in the spleen, lungs, walls of [he intestines, and also in other places. This was a case where he believed, had the mastoid operation been done earlier, the general infection would not have occurred. There was no thrombus found in the lateral sinus at postmortem. Nevertheless, the speaker believed the metastases took place from the mastoid, and had the mastoid operation been done earlier the child might still be living.
The question of blood cultures is probably, as Dr. Friedberg said, not of any great value in more than half the cases';' " 740 CUIC\GO I,ARYNGOLOGICAL AND OTOLOGICAL SOCIETY.
The case referred to by Dr. Sonnenschein had been seen by Dr. Boot. The man had absolutely no symptoms on which a diagnosis of lateral sinus thrombosis could be made. He was simply profoundly toxic, and during the second operation Dr. Sonnenschein exposed the sinus and found it filled with pus.
The case reported in the paper, where the jugular vein was opened and found to be full of pus, was a case that should have been ligated earlier. In this case it was not ligated because the dot was found at the lower part of the incision. The vein was opened just above the clot, pus evacuated, and, fortunately, the patient recovered. DR. Orrs H. lVIACLAY said he had been very much interested in the paper. He had a case some time ago in which the thyroid was enlarged, and which was about to be operated upon. In this case the enlarged thyroid was on the left side, with a hoarseness which had persisted for about three or four weeks. The findings showed a complete paralysis of the right side, which was the opposite side to the enlarged thyroid, with an overadduction of the left cord in its effort to overcome the lack of adduction of the right side. Here was a cross pressure paralysis that was very decided. Operation was performed, and in about two weeks there was practically normal speech. The operation was performed for the removal of the goiter on the left side. The voice cleared up, as above stated, in a very short time.
DR. CHARLES H. LONG had been very much interested in the paper. He reported the case of a man, apparently in good health, fifty years of age, with abductor paralysis of three months' standing, coming on very suddenly, with no apparent cause. The patient denied lues. A Wassermann test was twenty-five per cent positive. Intravenous injection of salvarsan three weeks ago. The aphonia is the same. He is taking sixty grains of potassium iodid daily.
DR. STEL"J in closing the discussion, in reference to Dr. Maclay's case, said that if the cords had not been examined, as in his case, and the voice returned, one must not be misled in believing that the paralysis had been restored, because frequently the voice wiII return, of course, from a compensation of the opposite cord. That is a well known condition, which happens frequently after operations for goiter, where even the nerve is injured, and the paralysis, due simply to an injury or pulling or edema around the nerve, finally dispelling. Even if the cord does not return to its perfect function, the opposite cord eventually meets the paralyzed cord, and the patient has a very satisfactory voice. In Dr. Maclay's case the speaker could conceive of such a paralysis being due to a transmitted pressure, such as we have in some aneurisms. Removing the goiter in this case relieved the pressure from the opposite side.
As to Dr. Long's case, the speaker would like to inquire as to whether an X-ray picture was taken.
DR. LONG replied in the negative. DR. STEIN looks upon many of these cases with a great deal of suspicion of aneurism. He finds that we can diagnose aneurism more often than any' other class of medical men. Laryngologists should examine the larynx in all patients, as a routine measure. These patients come in for various symptoms-sometimes simply for diagnosis, sometimes for hoarseness-and the medical man has not made a diagnosis. In fact, internists admit that it is very difficult for them to make early diagnoses of aneurism of the arch. The laryngologists may make it before the internists, and the X-ray first of all. It shows very prettily 'in X-ray pictures, and in many of these cases you can confirm a diagnosis with such a picture. 742 CHICAGO LARYNGOLOGICAL AND OTOLOGICAL SOCIETy. the paper. He does not believe in any operation other than dissection. He thinks it is a surgical procedure, not depending on personal dexterity or trickery. It can be done by anyone who is at all used to operating in this region. As to time, we should take as much time as necessary. Safety first. He thinks there is less hemorrhage from careful dissection than from the other methods-from the one instrument methods. But after examining some of his patients a year or two after operation, he has been, frankly speaking, impressed with the fact that the resultant conditions were not altogether satisfactory. He has sent his patients away with a sense of entire satisfaction. At the time of operation he has examined the tonsil and has accounted for every particle of it. And then, a year or two after that, these patients come back with a large piece of tonsil occupying one or both fauces. He supposes this is occasionally due to the pulling up of lymphoid tissue into the scar from the base of the tongue. That was the only way in which he could account for it. At one time he thought it unnecessary to take' away the lower pole completely. He has found that that is a mistake. The lower pole gives trouble. The tonsil should be removed completely. Up to the present time he is not sure whether he knows just how to prevent the drawing up of that lymphoid tissue into the scar after a while. He could exhibit a number of cases showing just as good results as in the patients of Dr. Fletcher. But he does not know what causes the failure to secure ideal results in a certain percentage of other cases. He wished Dr. Fletcher would tell him whether he really believes there is something that prevents in all cases this dragging up of lymphoid tissue in the scar. Incidentally, he would add that he' has had occasion to examine patients operated on by specialists of the first class, and he has observed the same unsatisfactory conditions which he has occasionally observed in his own cases.
DR. G. S. MIKKELSON asked Dr. Fletcher how he got a linear scar with a circular incision without using sutures. DR. A. M. CORWIN had been very much interested, in an anticipatory way, regarding what the standard operation was for' tonsillectomy, because he does not know it. The standard operation for attack upon a tonsil that needs attacking for local lesion or for regional or systemic reasons is plain. That standard operation is tonsillectomy-tonsillectomy with the capsule, in spite of the fact that there are a few adherents even of removal of the tonsil just inside the capsule. He admires the skill of the gentlemen who can do that. Whether that operation will ever become standard is more than doubtful.
A standard is not established in a day, or in a decade; furthermore, it is a movable quantity. What is standard today is on the shelf tomorrow. This is the case not only in laryngology, but in general surgery and in medicine. There are clear indications, we will say, for removal of the tonsils, and yet there are fifty-seven varieties of instrumentation and technic for their removal, and each of these varieties is delivering the goods, whether in a minute or in a half hour. They are fulfilling the indications that were laid down by the speaker.
Dr. Fletcher's cases show very good results. Dr. Pierce had well said that just such results are seen every day. We are all getting those results by the methods that we choose to follow. Who shall say that the use of the scissors, in one or more of its different forms, is not to be standard in a decade or two? The speaker did not know. He knows gentlemen ill this city who do very skillful work with the scissors, work certainly not to be improved upon. One of the most skillful operators in this country he has seen use a knife, a pair of forceps and a snare, and he takes out both tonsils, one after another, in ten consecutive cases, taking a fraction of a minute for each case, taking the adenoids out, too, in the same time, and doing it with as great precision as any of us. The speaker did not care whether a man uses a straight knife or an angular knife, or whether he uses three or: four knives or instruments in doing a tonsillectomy, or whether the technic of the individual operator runs to simplicity, the point is the same-deliver the goods.
Of course, the members knew very well that he is an ardent advocate of the Sluder method. There are many little technical points about the Sluder operation, and if you see a dozen Sluder men work you will find a dozen little different methods of technic, but the principles applied are all the same. And when one looks at the Sluder operation, and says that it is bunglesome, that it is merely a one instrument makeshift for 744 CHICAGO I,ARYNGOLOGICAL AND OTOLOGICAL SOCIETy. good work, a mechanical uncertainty, and that its manipulator works in the dark and takes off two or three layers of this, that or the other thing, one is 110t really discussing with intelligence, as the facts do 110t bear out such crude criticism, chiefly from those who have never tried it.
Time only will tell what the standard operation is. Dr. Corwin did not think Dr. Fletcher had made good in telling the society what the standard method of tonsillectomy is, because certainly the technic laid down in the paper is not standard, for it is not used by a majority of men in the country, men who claim to be skillful along this line. In order to make an operation "standard," the majority of men must adopt it. In the meantime, we will do the very best work we can with the different technics and different instruments.
Another point, with regard to hemorrhage. That is a matter that is greatly exaggerated, in Dr. Corwin's opinion. In a large number of tonsil operations, in both adults and children, he has never had to ligate an artery yet. He has never had to sew the pillars together or resort to any of those things that we lay down in textbooks as things to be resorted to. If you have bleeding in this region and will apply pressure with stypsis for a few moments, you will always control those cases, except 111 hemophiliacs. The speaker always operates in a hospital, unless proper facilities are available in the private home, and general anesthesia is employed. With properly applied stypsis he has a practically bloodless pharynx. The Corwin tonsil hemostats are invaluable when used in pairs in adult cases.
DR: FLETCHER, in closing the discussion, said that the standard that we recognize is a tonsillectomy. He also stated that we have not agreed upon a technic, and so he presented a technic for consideration. He did not mean to suggest for a moment that he could operate any better than a great many men, but being opposed to the Sluder method, it being a step backward, in his opinion, he so expressed himself. Being a one instrument affair, it seemed more clumsy to him. He did not mean to say that some operators by the Sluder method cannot 'acquire a great deal of skill, but he does not think the bulk of operators can. He has seen on the vaudeville stage a woman who wrote a very good hand, or foot, with her toes, SOCIETY PROCEEDINGS. 745 so that when we practice enough we can apply skill in a great many unusual ways. But one can acquire the skill to take out tonsils as they should be taken out with dissection. He had stated in the paper that he did not insist on his technic being foilowed, but offered it for discussion as opposed to the Sluder. He is not opposed to the gentlemen who follow Sluder, because he thinks they are just as earnest as others, but he thinks there is a more uniform way of taking out tonsils than can ever be acquired by any large number of men using the Sluder method. The latter traumatizes a great deal more and does not uniformly give as good a scar as dissection. One who can use the knife alone is to be congratulated. He, personally, cannot do it. All who use the Sluder method agree that it must be learned, and that there are certain cases in which it is not to be applied. Of course, one must learn the dissection. But the vast majority of men can learn a dissection more easily because the instruments are more handy.
In regard to Dr. Pierce's remarks, the speaker would not think of saying that he has never left any tonsillar tissue. But he has given his work the best that is in him, and considers that is his patients' due. No tonsillectomy is a trifling affair. He considers tonsillectomy a very keen operation, worthy of the skill of the best surgeon.
The extension of lymphoid tissue, referred to by Dr. Pierce, from the postlingual tonsil into the fossa is governed somewhat by the amount that is removed. If the loop of the snare is too large, it must of necessity lie over a considerable portion of the postlingual tonsil, and if this is cut off you get a contracting scar, which is not desirable. If, however, the tonsil is dissected well down until it actually falls over into the throat, then the pedicle is quite small, and the snare can be put exactly over it. The amount of tissue to be cut in each case should be determined as an individual proposition.
In reply to Dr. Mikkelsen, the linear scar is produced by the conservation of membrane. We go as far as we can towards that end by saving all the membrane which can be saved. We only release that portion which is adherent to the tonsil, never from any part of the pillars. This membrane falls into the tonsillar fossa, which is tissue very well sup-
